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Promoting posttraumatic growth in police recruits: Preliminary results of a randomised 
controlled resilience intervention trial. 
 
ABSTRACT: Recent research has demonstrated that the same experiences that may elicit 
symptoms of post-traumatic stress disorder (PTSD) in emergency service personnel can also 
provide a catalyst for positive personal changes such as posttraumatic growth (PTG). In this 
research newly recruited police officers (N = 412) participated in a randomised control trial of 
a program specifically designed to promote mental health. On entry to the academy, new 
recruits were randomly allocated, by classrooms, to either a treatment as usual condition (i.e., 
existing psychoeducation program) or to the intervention group. The Promoting Resilient 
Officers (PRO) program is a resilience building intervention adapted from an earlier 
resilience building program in collaboration with the police service. The PRO program also 
includes additional components on trauma and PTG. The current research included the 
participants who had experienced trauma prior to or during the research period (N = 246). It 
was hypothesised that participation in the PRO program would increase levels of PTG and 
lower levels of PTSD when compared to recruits in the control condition. Using multilevel 
modelling and post-hoc analyses, results indicated there were significantly higher levels of 
PTG across multiple dimensions when compared to the control group. There was no effect on 
PTSD symptoms with both conditions showing a floor effect. The research indicated the 
potential value of developing interventions that elicit reflections on the potential for positive 
as well as negative outcomes of experiencing traumatic and other highly challenging events. 
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INTRODUCTION 
Emergency services personnel (e.g., police, fire and ambulance officers) are routinely 
exposed to a wide range of potentially traumatising events (PTE) in the course of their 
employ (Hart & Cotton, 2003; Violanti & Paton, 2006). For example, police attend to people 
when they are at their most vulnerable, and to critical incidents that are frequently chaotic, 
violent and unpredictable. Police officers may experience a threat to their own personal 
safety, as well as bearing witness to death or the threat of death or serious injury of others.  
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Exposure to critical incidents can often provoke overwhelming emotions of fear and 
vulnerability, and cause some individuals to develop posttraumatic stress symptoms, such as 
hypervigilance, insomnia, irritability, mood swings, and concentration difficulties. In severe 
cases where symptoms inhibit normal functioning and persist over time, mental health 
diagnoses such as Acute Stress Disorder (ASD) and partial or full Posttraumatic Stress 
Disorder (PTSD) may be made (Harvey & Bryant, 1998; Maia et al., 2007; Yehuda, 2002).  
The experience of stress disorders can be a source of considerable health and financial 
burdens for individuals, which has flow-on effects to families and the community (Walker et 
al., 2003). Reduced work productivity, disturbances in relationships and family functioning, 
greater healthcare needs (Jordan et al., 1992; Maia et al., 2007), alcohol and substance misuse 
(Creamer et al., 2001; Ménard & Arter, 2013), and co-morbidity with other psychiatric 
disorders, such as depression and anxiety, are common among PTSD sufferers (Yehuda, 
2002). For example, one Brazilian police study found that officers with full PTSD were five 
times more likely to be divorced than officers without PTSD (Maia et al., 2007). Those with 
full PTSD also reported having accessed medical services significantly more often during the 
last 12 months, and had more suicidal ideation. 
Research estimates the 12-month prevalence of PTSD in the general Australian 
population range from 1.33 – 6.4% (Australian Bureau of Statistics, 2007; Creamer et al., 
2001), and rates among the police population have been reported to be considerably higher. 
For example, international studies report rates of around 7-9% for full PTSD among police 
(Carlier, Lamberts, & Gersons, 1997; Maia et al., 2007), and 16% for partial PTSD (Maia et 
al., 2007). In a Dutch police study, Carlier, Lamberts, and Gersons (1997) found that as many 
as 34% of the police sample had symptoms of PTSD or sub-threshold PTSD.  
Police organisations evidently have a vested interest in protecting the well-being of 
their officers and minimising the potential for serious negative life outcomes as a product of 
their duties. Although newly-recruited police officers are mentally healthy, the accumulated 
effect of repeated exposure to work-related stress and traumatic events can take a toll on 
officers’ psychological resilience (Burke & Mikkelsen, 2006). Effective interventions are 
urgently needed, yet the prevention and treatment of posttraumatic stress symptoms can be 
difficult. For example, sufferers can often be reluctant to seek help from mental health 
practitioners due to social stigma and possible work-related consequences (Yehuda, 2002). 
This can be particularly problematic among police as the fear of job-related consequences, 
such as the loss of the right to carry a weapon or loss of their police badge, may be high 
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(Waters & Ussery, 2007; Yehuda, 2002). Current intervention efforts such as exposure 
therapy are largely reactive and focus on the treatment of symptoms after the traumatising 
event. Psychological debriefing following traumatic events has been a technique widely used 
in the police setting, however there is mixed evidence concerning the effectiveness of this 
strategy, with some research indicating that it may even increase psychological stress 
symptoms (Arendt et al., 2001; Rose, Bisson, Churchill & Wesseley, 2009).  
Potential for Posttraumatic Growth 
Traditionally the focus of mental health research in emergency service populations 
has been to examine the predictors and correlates of mental ill-health and to identify ways of 
alleviating symptoms associated with poor mental health (e.g., Violant & Paton, 2006). 
Despite the negative sequelae that can be seen in individuals following a traumatic event, it is 
also known that the same experience can lead to quite different and more positive outcomes. 
Posttraumatic growth or PTG is a term coined by Richard Tedeschi and Lawrence Calhoun 
(1995) to denote positive post-trauma changes rather than focusing on the deficits or 
pathology that can ensue following a traumatic event (e.g., PTSD, depression). The positive 
changes referred to in this cognitive model of growth can be conceived as occurring in one or 
more of three domains: changes in philosophy of life; changes in perceptions of personal 
strength; and changes in relationships. Importantly, Tedeschi and Calhoun’s model of PTG 
does not deny the presence of ongoing levels of distress (Tedeschi & Calhoun, 2006). Thus, 
while PTG research focuses on positive changes, the model does not deny the presence of 
enduring distress and so increasingly research that investigates PTG also examines indicators 
of mental ill-health such as symptoms of PTSD (e.g., Shakespeare-Finch et al., 2003). In 
other words, while officers may perceive positive changes as a result of the struggle they 
engage in following a traumatic experience, those same officers may also exhibit symptoms 
of PTSD.  
Yet positive life changes or PTG has been found to be more prevalent than PTSD 
symptoms in emergency service personnel. For example, Shakespeare-Finch and colleagues 
(2003) found PTG to be commonly reported as an outcome of negotiating trauma in 
ambulance personnel. Similarly, Armstrong and colleagues (2013) identified that fire-fighters 
reported both PTG and symptoms of PTSD. PTG is not to be confused with resilience. 
Resilience in its simplest conceptualisation refers to a return to pre-event psychological 
functioning whereas PTG refers to positive changes that move beyond pre-event functioning. 
Researchers such as Westphal and Bonnano (2007) provide cogent commentary about 
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differences between PTG and resilience, noting that most people are resilient which provides 
little opportunity for growth given that an event needs to be severe enough to shatter pre-
existing schemas. Although the program tested in this research is called the “Promoting 
Resilient Officers” program, a specific module detailing PTG was included (Shochet et al., 
2011). 
Predicting post-trauma adaptation 
In seeking to create an intervention to promote resilience and positive adaptation 
following exposure to trauma, it is important to first consider the most appropriate targets for 
intervention; those variables that have been found to predict both PTG and PTSD. 
Characteristics of both the event and the individual, and the presence of risk and protective 
factors, influences the development of PTSD and return to baseline functioning following 
exposure (Carlier et al., 1997; Keane, Marshall & Taft, 2006; Martin et al., 2009; Yehuda, 
2002). The question of which of these factors intervention efforts should focus on to make the 
possibility of positive adaptation more likely to occur is critical to the development of 
effective mental health strategies for police and other emergency services workers.  
As the nature of traumatic events means that they are often unpredictable and unable 
to be controlled, research efforts may be best focussed on factors that are modifiable such as 
coping skills and interpersonal resources. In this regard, research investigating putative 
predictors of PTSD among police officers hint at some potential avenues for targeted 
intervention. Of particular interest are findings from both prospective and retrospective 
studies which demonstrate that an individual’s perception of relationships and support from 
colleagues both before and after the experience of a traumatic event is an important influence 
on likelihood of developing PTSD (Charuvustra & Cloitre, 2008; Karlsson & Christianson, 
2003). For example, Carlier et al. (1997) examined internal and external risk factors for 
posttraumatic stress symptoms among 262 traumatized police officers. Predictors of 
symptoms at 3 and 12 month follow-up included (but were not limited to) difficulty in 
expressing feelings, dissatisfaction with organisational support, and lack of social interaction 
support. In another example, Martin et al. (2009) found that dissociation and positive social 
support from colleagues within the first few hours or days following a trauma accounted for 
35% of the variance in PTSD symptoms. The relationship between social support and PTG 
has not yet been investigated within a police population, however social support is a feature 
of the model of PTG (Calhoun & Tedeschi, 2013) and has demonstrated a consistent positive 
relationship with PTG in non-emergency services populations (Prati & Pietrantoni, 2009). 
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Such findings point toward potential gains in promoting police officers’ awareness of 
the value of supportive relationships and the role that they play in mental health. That police 
officers tend to be reserved when it comes to confiding in others and seeking help with 
difficulties (Kureczka, 2002) suggests there is room for more adaptive coping skills to be 
learned. The challenge may lie however in the ability of police officers to adapt their self-
concept to accommodate new self-perceptions regarding relating to others and seeking help, 
that may be seemingly at odds with their possible existing beliefs about how police officers 
should cope. To this end, there are conceivable benefits in coaching the attitudes of newly 
recruited police officers and using well-regarded senior colleagues to model communication, 
social support and coping behaviours, in order to equip officers with a range of skills to 
manage the emotional and psychological effects of the situations they will encounter in their 
future work.  
In this paper, we investigate the effect of a proactive resilience intervention designed 
specifically for police recruits on PTSD symptoms and PTG scores at two follow-up time 
points. Our aim was to test whether a police officer resilience intervention that covers 
improved relationships and also includes specific components on PTG would be associated 
with higher levels of PTG and lower levels of PTSD. Although previous research has used a 
CBT psychoeducational approach to interventions, for example, in cancer outpatients 
(Garland, 2007), and college students (Dolbier, et al., 2010), none have specifically included 
topics that are directly related to the promotion of PTG. Further, at this stage there has been 
no research published that has adopted a universal approach to developing an intervention to 
promote PTG in emergency service personnel, let alone done so using a RCT design. The 
PRO (Promoting Resilient Officers) program draws on a strength based approach to promote 
resilience and growth in police personnel. A full description of the development of the PRO 
program has recently been published (Shochet et al., 2011) and a brief outline is presented 
here.  
Promoting Resilient Officers (PRO) program 
Based on the Promoting Adult Resilience (PAR) program (Shochet et al., 2007), PRO 
was developed in conjunction with a State Police Service using the Community Based 
Participatory Research (CBPR) framework (Shochet et al., 2011). PRO involves 7 x 2 hour 
weekly sessions which are facilitated by a police psychologist. The program is fully 
manualised with a Group Leader Manual and Participant Workbook. PRO is conducted in 
groups, and is an integration of evidenced-based techniques drawn from Cognitive Behavioural 
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Therapy and Interpersonal Therapy. PRO is a universal workplace based resilience building 
program with a comprehensive approach focussing on intrapsychic, interpersonal and 
organisational protective factors. Topics covered in the program include: the recognition of 
existing strengths and resilience capacity, exploration of a comprehensive model of personal 
resilience, stress management techniques, cognitive restructuring to maintain positive self-talk, 
communication skills to promote harmony and support in the workplace, the promotion of a 
positive work-life balance, posttraumatic growth, and techniques for drawing strength from 
adversity. PRO sessions are experiential and include homework tasks that are reinforced 
between sessions by email communication. The intervention also utilises online refreshers and 
email boosters to promote the sustainability of knowledge gained. The cognitive model 
inherent in the PRO intervention focuses on promoting the quality of interpersonal 
relationships while capitalising on existing strengths and skills.  
Assessment of the efficacy of the PRO program was conducted through a randomised 
controlled trial design and in this paper we specifically examine outcomes of trauma and the 
capacity of the PRO program impacting on perceptions of both positive and negative post-
trauma changes. It was hypothesised that participants in the intervention group would report 
higher levels of PTG and lower levels of PTSD following completion of the PRO program 
when compared to participants in the control group.  
Method 
Participants 
Participants in the PRO program were 412 newly recruited officers in the Queensland 
Police Service (QPS). As the variables of interest in the research reported here were post-
trauma outcomes, following an description of trauma based on the DSM IV-TR criteria for 
PTSD, only participants who indicated they had experienced a traumatic event were included 
in the analyses. The final sample for the research presented here included only those 
participants who had reported experiencing a traumatic event at by T3, leaving 246 
participants
1
 (122 intervention group; 124 control group). Ages ranged from 19 to 50 years 
with a mean of 29.44 (SD = 6.99) years. There were 170 males and 76 females (69.1% 
males).  
Measures  
                                                 
1
 Of the participants who reported trauma by T3, 3 did not complete the IES-R at any time point and so 
the IES-R analysis included 243 participants. 
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Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996). The 21-item 
PTGI assesses positive changes resulting from the negotiation of challenges faced post-trauma, 
and exhibits high reliability in US populations (e.g.,  α = .93; Tedeschi & Calhoun, 1996) as 
well as in Australian emergency service populations (e.g.,  α = .93; Shakespeare-Finch, et al., 
2003). The PTGI is scored on a 6-point rating scale ranging from this change did not happen 
for me “at all” to change happened to “a very great degree”. The PTGI distinguishes five 
factors of growth: New Possibilities, Personal Strength, Appreciation of Life, Spiritual Change, 
and Relating to Others.  
Impact of Events Scale – Revised (IES-R; Weiss & Marmar, 1997). The IES-R is a 22 
item scale designed to measure the three symptom clusters that comprise a diagnosis of PTSD 
(APA, 2000): Avoidance, Intrusion, and Hyperarousal. Participants indicate the degree of 
distress they have experienced over the previous 7 days on a rating scale ranging from 0 (not at 
all) to 4 (extremely).  The IES-R has been shown to be a reliable measure in Australian 
populations with strong alpha coefficients (e. g., .94, Morris & Shakespeare-Finch, 2010). 
Procedure 
Data examined here have been extracted from a larger ongoing Randomised 
Controlled trial, and are from the first three time points. Time 1 was prior to any training in 
issues of mental health and was collected in the first week at the police academy. The second 
time point was following completion of the intervention program 2 months after Time 1. The 
third collection point occurred immediately prior to leaving the academy and starting the 
participant’s career as sworn police officers (6 months post time 1). At the individual level, 
the police service utilises a computer generated system to randomly allocate the recruits to 
classes. In most of the intakes, there were 4 classes. For the RCT, class was the unit of 
randomisation. A block randomisation schedule was generated using SPSS version 
15. This allocated the four classes within an intake to either the control or intervention trial 
groups, thus ensuring that two classes per intake were allocated to each arm to achieve a 
balanced design at study completion. The randomisation and allocation complied with 
CONSORT guidelines. Due to some intakes not having four classes, the design at study 
completion included 10 intervention classes and 11 control classes.  
Results 
Descriptive statistics are reported in Table 1. For inferential statistics, multi-level 
modelling (MLM) was chosen over repeated measures analysis, as it offers two key 
advantages relevant for the current data set and analysis aims: robustness against missing 
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data, and the ability to estimate clustering effects. MLM is useful when a research design has 
individuals nested within a higher level collective unit, as it takes into account the influence 
of both fixed and random factors at multiple levels (Quené & van den Bergh, 2004). MLM’s 
robustness against missing data means that the power of the research design is less 
compromised than if other analysis methods that are sensitive to missing data were used.  
In the present analysis, the most parsimonious model was with two random effects, 
intake and officer nested in intake. Fixed effects included group (control or intervention), 
time (pre-intervention, post-intervention and 6 month follow-up) and the group by time 
interaction. Residual variances were identified across time for intake and officer. Note that 
when using mixed models, the denominator of degrees of freedom may not be whole 
numbers as PASW/SPSS software uses an approximation method to compute the degrees of 
freedom (West, 2009). Similarly, because of the estimation process, the analysis yields 
standard error terms rather than standard deviations.   
The means depicted in Table 1highlight a general trend whereby those in the 
intervention group report higher levels of growth at T3 than T1, while the control group 
report lower levels of growth at T3 than T1. Both groups tend to endorse a reduction in 
growth scores between T2 and T3, however in the control group this is a continuation of the 
decline seen between T1 and T2, while those in the intervention group reported marked 
increases between T1 and T2 and were better able to maintain their growth scores between 
T2 and T3. Table 2 presents the results of the Type III Tests of Fixed Effects for all three 
fixed effects on the total and domains of the PTGI. Estimates of Fixed Effects were then used 
to determine where significant differences existed between groups across time following a 
significant interaction (group by time) or a significant main effect of group where the 
interaction failed to reach significance.  
There was a significant group by time interaction on the PTG Relationships domain  
Following this, Estimates of Fixed Effects identified a significant group difference between 
T3 and T1 (baseline), t(233.10) = 2.40, p = .017, and T2 and T1 , t(228.10) = 2.22, p = .028. 
There was also a significant interaction on the Appreciation of Life domain. Estimates of 
Fixed Effects found a significant group difference between T3 and T1, t(230.70) = 2.36, p = 
.019, and the differences between T2 and T1 approached significance, t(261.63) = 1.86, p = 
.064. The significant interaction between T3 and T1 reflects that those in the control group 
reported a reduction in appreciation of life between T1and T3, while the scores in the 
intervention group were higher at T3 than T1.    
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The omnibus Test of Fixed Effects for total PTG did not reach significance, however, 
there was a significant main effect of group and the Estimates of Fixed Effects analysis 
indicated significant total PTG differences between the groups between Time 3 and Time 1, 
t(228.51) = 1.98, p = .048, and data approached significance between Time 2 and Time 1, 
t(226.41) = 1.94, p = .054. Inspection of the means in Table 1 demonstrate that those in the 
intervention group reported an increase in total PTG between T1 and T3, while total PTG 
scores in the control group decreased between T1 and T3. Spiritual Change also did not elicit 
a significant interaction, although there was a main effect of group. The Estimates of Fixed 
Effects for Spiritual Change did not show a significant group difference between T1 and T2 
t(207.43) = 1.06, p = .291, however there was a significant group difference between T3 and 
T1, t(228.20) = 2.15, p = .033. While there were significant group effects for the New 
Possibilities and Strength factors of the PTGI, the Estimates of Fixed Effects did not identify 
any group differences between time points. 
Table 1: Estimates of Mean PTGI Scores and Standard Errors at Each Time Point for Both 
Groups 
  
Intervention 
Group 
 
SE 
Control Group 
 
SE 
Relationships      
 T1 18.34 1.37 17.11 1.37 
 T2 19.98 1.41 15.52 1.38 
 T3 19.31 1.53 13.99 1.54 
New Possibilities      
 T1 11.77 1.06 10.76 1.06 
 T2 13.72 1.09 10.96 1.07 
 T3 13.65 1.19 11.10 1.20 
Strength      
 T1 11.95 .88 11.00 .87 
 T2 12.72 .89 10.47 .88 
 T3 12.01 .93 9.76 .95 
Spiritual      
 T1 3.00 .28 2.61 .28 
 T2 3.28 .28 2.51 .27 
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 T3 3.82 .35 2.41 .36 
Appreciation of life      
 T1 8.51 .61 8.52 .61 
 T2 8.82 .64 7.57 .62 
 T3 8.84 .66 7.11 .66 
PTG Total      
 T1 53.64 4.07 50.12 4.06 
 T2 58.58 4.21 47.13 4.12 
 T3 57.66 4.55 44.48 4.58 
 
Table 2: Type III Tests of Fixed Effects on PTGI scores 
PTG Domain  F tests 
Relationships Time F(2, 267.07) = .97,  p = .379 
 Group F(1, 238.84) = 8.99, p = .003 
 Time x Group F(2, 267.62) = 3.78, p = .024 
New Possibilities Time F(2, 282.34) = 2.16, p = .117 
 Group F(1, 234.56) = 5.61, p = .019 
 Time x Group F(2, 283.15) = 1.30, p = .274 
Strength Time F(2, 259.86) = 1.08, p = .342 
 Group F(1, 239.53) = 6.76, p = .010 
 Time x Group F(2, 260.19) = 1.36, p = .258 
Spiritual Time F(2, 275.48) = .88,  p = .416 
 Group F(1, 249.51) = 6.00, p = .015 
 Time x Group F(2, 275.76) = 2.33, p = .099 
Appreciation of life Time F(2, 260.33) = 1.16, p = .315 
 Group F(1, 238.95) = 3.87, p = .050 
 Time x Group F(2, 260.64) = 3.25, p = .040 
Total PTG Time F(2, 270.94) = .28,  p = .760 
 Group F(1, 240.35) = 7.37, p = .007 
 Time x Group F(2, 271.58) = 2.75, p = .066 
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The means in Table 3 below highlight the floor effect in relation to the levels of PTSD 
symptoms reported across time in both groups. In Table 4 type III Tests of Fixed Effects 
indicate that there were no significant main effects of group or time, and no significant 
differences between groups across time for the total IES-R scores or for any of the factors; 
hyperarousal, intrusion, or avoidance. 
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Table 3: Estimates of Mean IES-R Scores and Standard Errors at Each Time Point for Both 
Groups 
  
Intervention 
Group 
 
SE 
Control Group 
 
SE 
Intrusion      
 T1 3.21 .50 2.91 .48 
 T2 2.71 .44 2.44 .41 
 T3 2.42 .58 2.26 .57 
Hyperarousal      
 T1 1.05 .32 1.21 .30 
 T2 .98 .24 .75 .22 
 T3 1.01 .37 1.12 .36 
Avoidance      
 T1 3.08 .48 3.18 .45 
 T2 2.92 .45 2.59 .43 
 T3 2.40 .63 3.01 .62 
IES-R Total      
 T1 8.33 1.18 7.31 1.11 
 T2 6.61 1.04 5.78 .98 
 T3 5.80 1.48 6.35 1.45 
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Table 4: Type III Tests of Fixed Effects on IES-R scores 
Domains  F tests 
IES-R Total Time F(2, 245.87) = .96, p = .385 
 Group F(1, 266.28) = .01, p = .936 
 Time x Group F(2, 245.87) = .24, p = .784 
Intrusion Time F(2, 23.20) = 1.38, p = .26 
 Group F(1, 254.48) = .23, p = .634 
 Time x Group F(2, 239.20) = .01, p = .988 
Hyperarousal Time F(2, 259.68) = .67, p = .511 
 Group F(1, 272.72) = .00, p = .962 
 Time x Group F(2, 259.68) = .40, p = .673 
Avoidance Time F(2, 238.58) = .68, p = .509 
 Group F(1, 263.36) = .06, p = .815 
 Time x Group F(2, 238.58) = .57, p = .567 
 
Discussion 
Results yielded mixed support for the hypothesis with significant group differences in 
posttraumatic growth after participation in the PRO program, but there was no group effect 
on PTSD outcomes. Specifically, participants in the intervention group tended to report 
increases in growth between baseline and T2, with T3 reports of growth also higher than T1. 
Both groups generally endorsed a reduction of growth between T2 and T3, but for those in 
the control group this was a continuation of a downward pattern from T1 through to T3, 
whereas those in the intervention group had increased at T3 compared to T1 scores, and 
reported only slight decreases between T2 and T3. Significant group differences between 
time points were found in the Relationships with others, Appreciation of life, and Spiritual 
growth factors and on the total PTGI scores. These results are encouraging in that they 
suggest posttraumatic growth can be enhanced as a potential outcome for emergency service 
personnel if included in psychoeducational programs such as PRO, even within relatively 
short time frames.  
Results are also consistent with previous research in emergency services that has 
found posttraumatic growth to be a relatively common outcome following the experience of 
trauma (e. g., Shakespeare-Finch et al., 2003). Importantly, growth as an outcome is not an 
automatic bi-product of experiencing trauma (Calhoun & Tedeschi, 2006; Tedeschi & 
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Calhoun, 1995). Rather, it is the result of many factors including effortful rumination, 
unconditional support and validation of the experience from others, and the creation of 
meaning around the experience (Calhoun & Tedeschi, 2006). With skilled assistance, 
posttraumatic growth may be possible after even the most harrowing of life events (see 
Calhoun & Tedeschi, 2013 for clinical practice guidelines). The preliminary results of this 
trial of the PRO program add confidence to that claim. For example, receiving education 
about posttraumatic growth, elucidating the various ways in which positive changes can be 
experienced, and ways in which a person may engage with the traumatic material to promote 
adaptation were an integral part of the PRO program but were not a standard part of the 
existing psychoeducation in this police service. That the intervention group was significantly 
more likely to perceive growth than the control group is extremely encouraging in terms of 
the capacity of proactive interventions to facilitate positive post-trauma changes. 
There are a number of explanations for the lack of significant group differences for 
PTSD symptoms, the primary one being that recruits are screened on application to the police 
service and those who had scores indicating PTSD would have been excluded. Therefore the 
IES-R data showed a floor effect whereby all recruits in both conditions recorded very low 
scores. In other words, they were well. Further, the third time point in this study was 4 
months after completion of the intervention. The presence of resilience requires something to 
bounce back from, and as the participants had not yet begun their on-road duties, and were 
still in training, it is probably that the larger majority of the sample (both intervention and 
control) did not experience difficulties significant enough to allow for the full utilisation of 
the skills that were in the PRO program which has the aim of preventing significant distress. 
This is supported by the fact that, while there were no significant differences between the 
intervention and control groups at time 3 on PTSD symptoms, neither were there differences 
in either group between time 1 and 3. Thus the lack of difference detected on PTSD 
symptoms in particular may not be a failure of the intervention as much as a lack of 
opportunity to see the effects of the intervention. Previous research in this area that has 
investigated predictors of mental health outcomes have generally utilised samples of 
experienced officers  (e.g., Ménard & Arter, 2013) or followed recruits over longer periods of 
time (e.g., four years; Galatzer-Levy et al., 2013). Due to the rigorous nature of selection 
procedures and consequently the psychologically healthy nature of those who begin training 
as police officers in this study, it may take longer to see the impact of the training.  
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With the time constraints in mind, there is also good reason to believe that the 
changes detected in the positive relations with others domain of PTG may be protective 
against the development of PTSD for those in the intervention group in the longer term. It 
may be that the changes observed in relating to others in this study may be a precursor to 
resilience in the longer term, as there is evidence to suggest that positive relationships may be 
protective against the development of PTSD (e.g., Ménard & Arter, 2013; Yuan et al., 2011).  
Police officers are less likely to develop negative outcomes during the early stages of their 
employment (Burke & Mikkelson, 2006), and there was a floor effect in terms of very low 
levels of PTSD symptoms in this study. Therefore, while the timeframe of the current study 
may not be sufficient to appreciate the full benefit of the resilience building program, it is 
possible that over time, those in the intervention group may maintain their low levels of 
pathology. 
Continuation of study for a longer period of time to assess the long term impact of the 
intervention is an important step in furthering the research. In order for the PRO program to 
maintain its salience across time, ongoing contact with recruits, for example through on-line 
refreshers may be useful.  It will also be important to examine other health and well-being 
outcomes and the relationship they have to PTG.  Another direction for future research is to 
explore strategies for the implementation of the intervention for longer serving officers.  
Conclusion 
People in high risk occupations not only experience an increased risk of mental health 
challenges, but also the potential for increased personal growth and well-being. There is a 
shift towards proactive approaches to mental health for those in high risk occupations, 
challenging the traditional reactive and pathogenic focus (Scully, 2011). However, many such 
approaches are theoretically based and have not been subject to the rigorous design of an 
RCT. This paper has described preliminary results from the first proactive program aimed at 
promoting PTG in a high-risk occupation. The differences detected in the relatively short 
time frame have provided support for a comprehensive strength- based intervention to 
promote the opportunity for growth and well-being. Such interventions could be implemented 
as a routine part of training for these valued personnel.   
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